Surgery-risks, benefits, and the value of shared decisionmaking
Like citizens of most highly developed countries, Australians have a lot of surgery 1 . Almost 2.5 million surgeries were performed in Australian hospitals in 2012-13 2 . That's about one operation for every ten people. Most people contemplating surgery assume that an intervention will be effective, that the benefit will be considerable, and that risks are negligible.
The path to surgery generally starts with a visit to a family doctor (general practitioner), and subsequently a referral to a surgeon may result in the decision to proceed with surgery. Other clinicians (including anaesthetists) will also be involved in the care cycle, most commonly after the decision is made, and surgery is booked.
The decision to have an operation will ideally involve balancing the expected benefits of the operation, together with any likely risks. In practice, relevant information underpinning benefits and risks for any particular patient may be difficult to find.
There has been a recent increase in published studies which quantify adverse surgical outcomes. In the European Surgical Outcomes Study report, Pearse et al demonstrated an in-hospital mortality rate after non-cardiac surgery of more than 4% across 28 European countries, including a death rate of 3.6% in the UK 3 . Australian researchers in the REASON study have demonstrated an all-cause mortality rate after non-cardiac surgery of 5% for patients aged over 70 years 4 . Most perioperative complications are medical (or "procedural"), rather than surgical complications. Examples include pneumonia, myocardial infarction, stroke, sepsis, renal failure and thromboembolic episodes. The potential for loss of independence is another "non-surgical" outcome which is likely to be of significance to patients 5 . Much data informing adverse outcomes and procedural risk is not found in surgical literature-rather, it is published in general medical (such as Lancet, or journals of various medical associations), or in anaesthetic, literature. Surgeons may have considerable difficulty finding these data, and may be unaware of these outcomes. Therefore, close consideration of adverse procedural outcomes may not be a significant part of the initial decision-making for surgery.
While death on the operating table or within 24 hours of surgery (the standard definition for an "anaesthetic-related death") is vanishingly rare, many anaesthetists are familiar with the process of assessing or calculating a patient's overall perioperative or "procedural" risk of significant adverse outcome. A range of tools is available, although none is without limitations 6 . The use of such tools by Australian anaesthetists, or other perioperative clinicians, is not well understood.
As described then, no one clinician in the surgical referral pathway is likely to have access to all relevant information which should be taken into account when assessing the risks and benefits of surgery. Many decisions for surgery are easy-the patient is low-risk, and survival without surgery, for example for bowel cancer, cannot be assured. However decision-making becomes more complicated when there are real and relevant choices to be made. When the benefit of surgery is marginal, or uncertain, when there are feasible non-surgical options, and/or when the patient has a high risk of perioperative mortality or major morbidity, the patient's preferences should drive the decision.
People making decisions about their health care almost always seek high quality advice. Such advice generally comes from medical specialists. Historically, this advice was given with an assumption that the doctor knew the best option for the patient ("doctor knows best"). However, while doctors may be best placed to provide the best technical solution for any health problem, they may overestimate the benefits and underestimate the harms of surgery. Furthermore, it is increasingly recognised that people make better decisions (that is, decisions with which they are more satisfied, and which more closely align with their preferences and values) when decisions are "shared" with professionals. Shared decision-making for surgery ideally involves three components: an introduction including communication that choices exist, identification of options (including chances of benefit and harm from each option), and an explicit decision 7 .
Although shared decision-making is viewed as an ethical imperative 8 , and also as a way of personalising care 9 , it has been estimated that less than ten percent of medical decisions met the standard required for informed decisions in one sample of US surgeons and primary care physicians 10 . The proportion of informed decisions in Australian surgical care is not known, but there is a perception that Australia is lagging other countries in implementing shared clinical decision-making 9 .
One way to explicitly share decisions for (or against) surgery with patients is to use structured decision aids. While decision aids are unlikely to be necessary for every procedure, or every patient, they may be useful for high-risk patients, and for preference-sensitive surgery (conditions where surgery may provide a marginal or variable improvement over non-operative treatment, and hence the patient's preference should drive the decision). Systematic reviews of the use of patient decision tools and of interventions to improve informed consent have shown increased patient knowledge and satisfaction, improved risk perceptions, a reduction in decisional conflict and changes in the number of people choosing to undergo major elective surgery 11, 12 .
Other options to improve the quality of decision-making for surgery include creating better models of perioperative care to support patients' decisions. By creating "high risk" clinics, particularly for frail elderly patients, some hospitals are already enabling sharing of outcome data and personalised risk assessments. This sharing will ideally occur between all relevant clinical groups (including referring doctors), and with patients, and lead to better support for transparent multidisciplinary input into decision-making for surgery. Glance et al have said that achieving the best outcomes for the sickest patients "takes a village" 13 . Patients will have better outcomes and make better treatment decisions if they are well informed and actively involved in the process of decision-making. This will require a change in practice, and anaesthetists and surgeons will need to lead this change.
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